Patients and methods
In a previous paper' we reported that compared with orthodox physiotherapy an enhanced physical therapy regime produced gains in recovery of arm function over the first six months after stroke. By contrast with conventional therapy, the enhanced therapy included more than double the amount of physiotherapy for the arm and also various techniques aimed at relearning of motor skills and encouraging use of the affected arm in everyday life. The benefits of enhanced therapy seemed greatest for patients with a mild initial impairment of arm function and were statistically significant but insufficient to lead to clinically significant gains on the untimed practical tasks of the Frenchay arm test. 2 One hypothesis was that the greater active involvement of patients with enhanced therapy in their own therapy programme and the emphasis on arm use in everyday life would lead to gains that would be better sustained after discharge from therapy than seen under conventional therapy. If this were the case then a clinically significant difference between conventional therapy and enhanced therapy groups might emerge at late follow up. A one year follow up of all patients in the initial study was therefore attempted.
Patients and methods

PATIENTS
Ninety seven (73%) of the 132 patients who had been in the treatment trial were reassessed close to one year after stroke (mean time since stroke 52 (SD4) weeks; range 39-64). Death or further major strokes were the most common reasons for drop out. There were 48 patients who had received enhanced therapy (22 women, 26 men; 21 left sided weakness, 27 right; mean age 66 (SD1 1) years), and 49 who had received conventional therapy (27 women, 22 men; 23 left sided weakness, 26 right; mean age 69 (SD9) years). As at the earlier assessments, the groups were similar at one year in their functional independence as assessed by the Barthel activities of daily living scale (enhanced therapy group mean 17 (SD3); conventional therapy group mean 17 (SD3)).
ASSESSMENT METHODS
The tests of arm function were the same as reported previously. [1] [2] [3] On a more positive note, the recovery curves for the subgroup of patients who could be followed up at one year showed a pattern entirely consistent with the data for the whole group assessed at six months and reported in our earlier paper.' The consistency of these data gives us confidence that our earlier results were not due to measurement error but that there was a real effect of enhanced therapy on early recovery. It seems that enhanced therapy accelerated recovery to a plateau that was only approached at a much later date by patients with conventional therapy.
This effect, although reliable, was small and did not on average improve everyday movement skills as assessed by the Frenchay arm test. The enhanced regime represented a small change in rehabilitation practice, which was highly constrained by the daily routine in a general hospital,4 and ethical considerations prevented us from comparing enhanced therapy with a control group without treatment. We believe that the small effects seen in this study and the lack of evidence of therapy related effects in other studies,5-7 provide ethical justification for a much more radical trial in which conservatively managed controls are compared to a group of patients with mild initial impairment who receive a very intensive arm function training programme that combines hospital and home based therapeutic activities. Only by taking such a radical approach can we discover how scarce rehabilitation resources can best be used to the advantage of our patients.
In conclusion, enhanced physical therapy during the first six months after stroke did not lead to gains at one year, but it did cause an early acceleration to a level only approached much later by patients who received conventional therapy. This acceleration, although statistically significant, was not sufficient to have a clinically important effect on the average patient. A more radical treatment trial is needed to discover if this treatment approach has the potential to produce a significantly better return of useful motor skills. The study of recovery of arm function may provide data on the general rules of recovery after stroke, and may indicate whether therapies should continue to focus on promoting the return of lost brain functions or should instead take as their primary aim the teaching of ways to adapt to residual neurological and neuropsychological impairments.
A note on Meniere's syndrome "He that is giddy thinks the world turns round"
Taming of the shrew, V,ii,20 Berry, son of Charles X, and her own son was therefore in line for accession to the throne. Meniere decided she was pregnant but support for accession soon disappeared when it was discovered that the son was fathered by an Italian after a clandestine marriage. No longer a threat, the Duchess was released and went with Meniere to Naples.
In 1838, a year after failing in his application to become Professor of Medicine and Hygiene, he was appointed Physician to the Institute for Deaf Mutes. In the same year he married Mme Becquerel: a relative of Anton Becquerel who discovered radioactivity.
Meniere's researches were influenced by the experiments on birds of MJP Flouris in 1820, who had distinguished hearing and balance as functions of the inner ear.
In 1862 he died of pneumonia. An unpublished source that has recently come to light5 is a cache of letters from the pen of Meniere.
They illustrate his professional work as a physician, his work with deaf-mute patients and their treatment. These writings allow a glimpse into his philosophical mind and into his glamorous social life. Meniere was accomplished not only in medicine, but in literary productions and was a prolific writer, personally acquainted with Honore de Balzac. The letters of Meniere show the luminous mind of this man, remembered for one illness, but whose numerous other achievements are often forgotten.
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